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DEPARTMENT OF HEALTH

COMMITMENT STATEMENT
AGHEH
Pennsylvania Shaken Baby Syndrome
B TSP 5N
Education and Prevention Program
=

Hospital/Birth Center Instructions: Complete one form for each infant. Provide parent(s) with information about shaken baby
syndrome and prevention measures. Request the parent(s), stepparent, adoptive parent, legal guardian or legal custodian
voluntarily sign this form indicating the receipt and understanding of the information. Present the parents with one copy of this
signed form and retain one copy in the medical record.
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HOSPITAL NAME:
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BABY’S LEGAL NAME:
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DATE OF BIRTH: SEX: MU FQ
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PARENT(S) PROVIDED SHAKEN BABY SYNDROME INFORMATION, DATE:

(MM/DD/YY) | @A [)

U Discussed with Nurse U Viewed Video U Received Brochure
NOTES:
&b

Parent: Information about Shaken Baby Syndrome has been presented to me by the hospital. | voluntarily sign this statement

acknowledging | have received, read and understand this information.
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SIGNATURE MOTHER: REFUSED: 1 DATE:
5 Fe) (GLY)
SIGNATURE, FATHER: REFUSED: 1 DATE:
(T LEAE)) (52%)
SIGNATURE, OTHER: REFUSED: 1 DATE:
(HftrRR A58 LEAE)) (R

(stepparent, adoptive parent, legal guardian, legal custodian)

This form and accompanying information provided in compliance with Act 176 of 2002 (11 P.S. §2121-2126).
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